Objective: In the ICU, discussions between clinicians and surrogate decision makers are often accompanied by conflict about a patient's prognosis or care plan. Trust plays a role in limiting conflict, but little is known about the determinants of trust in the ICU. We sought to identify the dimensions of trust and clinician behaviors conducive to trust formation in the ICU.
Dr. Hutchison disclosed other support (he was awarded a $2,500 Seed Grant from the American Medical Association [AMA] Foundation. The money was paid to the University. The money supported qualitative research software and costs associated with transcription of interviews. All unused grant money was returned to the AMA Foundation at the completion of work. No money was paid to me or to the University for use other than for research costs), received funding from Ripon College (Ripon, WI), and disclosed other support. (In February 2014, he was invited to speak at Ripon College regarding end-of-life care in our healthcare system. Honorarium amounted to $300. In April 2016, he will return to Ripon College for a similar presentation. Honorarium will be $200 with travel accommodations provided.) His institution received funding from the AMA Foundation. Dr. Michelson disclosed other support (Northwestern Alumnae. The NU alliance for Research in Chicagoland Communities). Her institution received funding from Patient-Centered Outcomes Research Institute, American Cancer Society, and AstraZeneca. (She was a data safety monitoring board member for a study of an asthma medication.) The remaining authors have disclosed that they do not have any potential conflicts of interest.
For information regarding this article, E-mail: Paul.Hutchison@LUMC.edu Dimensions and Role-Specific Mediators of Surrogate Trust in the ICU care for the truster's interests" (9) . A number of studies have identified factors that affect patient trust in the outpatient setting (10) (11) (12) (13) . However, these results may not be applicable to trust between surrogates and the care team in the ICU where relationships are impacted by frequent ICU clinician handoffs, multiple consulting services, and high nurse-to-patient ratios. We set out to better understand trust through a qualitative approach exploring salient aspects of surrogate trust in ICU clinicians. The goal of this study was three-fold: 1) to explore trust in the ICU from the perspective of surrogate decision makers of critically ill patients; 2) to add greater detail to existing models of ICU trust by identifying dimensions of trust in the ICU; and 3) to explore role-specific and institutional contributions to ICU trust.
MATERIALS AND METHODS

Setting and Subjects
We performed interviews with surrogate decision makers of intubated patients in the medical ICU of a tertiary care university medical center in Chicago, IL. This 33-bed closed-model ICU is spatially separated from the neurosurgic, cardiac, and surgical ICUs. This ICU model is representative of most medical ICUs in academic medical centers in the United States. The nurse-to-patient ratio on this unit is 1:1 or 1:2. There are no strict visiting hours; one family member per patient is permitted to stay overnight in the patient's room, and additional family members are permitted to stay in the waiting room.
Using convenience sampling, we enrolled surrogates between November 26, 2012, and September 30, 2013. Eligible subjects were at least 18 years old, fluent in English (speaking and reading), and identified by the primary ICU team as someone actively involved in decision-making for the patient. Surrogates of patients who had been previously cared for by the protocol investigators (P.J.H., T.C.) were excluded to minimize response bias. If multiple surrogates were identified as decision makers, one subject was chosen based on availability for interview and willingness to participate. Enrollment occurred on weekdays during daytime hours. Approval for human subjects research was obtained from the Northwestern University Institutional Review Board.
Script and Interviews
We developed a preliminary set of interview probes based on review of existing literature and input from experts in ICU communication. Interviews began with questions exploring surrogates' general experiences in the ICU, allowing respondents to offer trust-related comments before being explicitly asked about trust by the interviewer. The probes were iteratively revised during the first six interviews to arrive at a final interview script that guided subsequent semistructured interviews (Supplemental Table 1 , Supplemental Digital Content 1, http://links.lww.com/CCM/B949). After early interviews revealed a significant role for nurses in the formation of ICU trust, the script was modified to reflect this finding.
Eligible subjects were approached at the bedside in the ICU after permission was obtained from the primary attending or fellow responsible for the patient's care. One investigator (P.J.H.) enrolled and interviewed all subjects. After a surrogate agreed to participate, they were taken to a conference room for the consent process and interview. At the completion of the interview, each subject was asked a series of demographic questions. Patient demographic data were collected through chart review, and Acute Physiology and Chronic Health Evaluation IV scores were calculated by the Enterprise Data Warehouse (14) .
Analysis
Each interview was audio-recorded and transcribed verbatim. Three investigators (M.C.M., P.J.H., K.M.) read the first six transcripts to develop a preliminary codebook through an open coding approach. Two investigators (P.J.H., K.M.) then independently coded all 30 transcripts. Each transcript was discussed, line by line, in 10 sets of three transcripts. Instances of discordant coding were resolved by reaching consensus through discussion. After each set of transcripts was coded, the codebook was revised in order to improve reliability of future coding. Thematic saturation, the point at which no additional codes were identified with additional interviews, was established when the codebook no longer required revision. Coding was performed using ATLAS.ti qualitative data analysis software (ATLAS.ti Scientific Software Development GmbH, Berlin, Germany).
Our thematic analysis utilized techniques commonly employed in grounded theory, a method of social science research involving hypothesis formation from qualitative data (15) (16) (17) . A semistructured approach to interviews provided a dataset with ample exploration of latent trust-related themes. We used constant comparison in order to explore relationships between coded data excerpts within the same interview and between excerpts of the same code identified in different interviews. Two specific themes, role-specific mediators of trust and the impact of systems' trust, were targeted with direct questions. A third theme, dimensions of trust, was developed through analysis of all aspects of surrogates' experience and comments on trust. As coding progressed, we utilized diagramming to build and iteratively revise a rudimentary conceptual framework describing the relationship between codes. The final list of trust dimensions resulted from grouping-related codes and splitting codes with significant variability in order to represent these dimensions in the most parsimonious manner possible. Once preliminary analysis was completed, the resulting conceptual framework was refined through integration with published empirical data and social science theory (9, 11, 18, 19) .
RESULTS
Enrollment and Interview Characteristics
We requested participation from 38 surrogates, 30 of whom agreed to participate and were interviewed. Among those who declined to participate, reasons cited included a high level of stress and bad timing. Surrogate and patient characteristics of enrolled participants are displayed in Table 1 . The final codebook revision occurred after the 24th interview. Review of six additional transcripts resulted in no revisions, indicating that thematic saturation had occurred. Average and median interview length was 36 minutes (range, 15-52 min). The only adverse event observed during the interviews was visible emotional distress concerning the illness of the patient. No interview required termination because of emotional distress or subject request.
Codes and Interview Themes
A list of codes and the frequency of each code are provided in Supplemental Table 2 (Supplemental Digital Content 2, http://links.lww.com/CCM/B950). The following themes capture the most pertinent surrogate sentiments related to trust and their ICU experiences.
Dimensions of Surrogate Trust in the ICU. Through our analysis, the following five dimensions of ICU trust were identified: "technical competence, communication, honesty, benevolence, and interpersonal skills." We elaborate on these dimensions below. Representative quotes pertaining to each dimension are provided in Table 2 .
Technical competence. Surrogates commonly described nurse behaviors when discussing the effect of clinician competence on their trust. Nurses' diligence, teamwork, and confidence in performing daily tasks were relevant behaviors affecting trust. Nurses' diligence while completing bedside tasks was an indication of competence for many surrogates because it implied that nurses understood their role and responsibilities. Surrogates also commented on nurses' swift response to monitors, alarms, and calls from the patient's room when describing their trust in ICU clinicians. Comments regarding physician competence were infrequent; some surrogates assessed a physician's competence with regard to outcome or improvement in a patient's condition.
Communication. Surrogates reported that communication with physicians occurred largely during morning rounds when updates were provided on a daily basis. Communicationrelated qualities, such as the use of lay language, were commonly identified as important to trust. Many surrogates placed a high premium on the frequency of updates provided outside morning rounds. Just as technical competence of physicians received little attention from surrogates, nurses' communication approaches were commented on less frequently than those of physicians.
Honesty. Although closely related to clinicians' communication techniques, receiving accurate, truthful information from physicians was clearly distinguished from other communication-related themes. This dimension concerns the content of discussions rather than the skills used to deliver information to surrogates. In particular, surrogates commonly used the phrase "don't sugar-coat it" when describing their desire for an honest and blunt assessment of a patient's prognosis. Some surrogates expressed that although they understood the physician's obligation to provide hope, they preferred that optimism be appropriately tempered with realistic predictions.
Benevolence. Surrogates frequently reported reassurance, relief, and comfort when the physicians and nurses demonstrated sincere investment in the care of the patient. Surrogates wanted to know that clinicians truly cared about their loved one. This judgment was often based on interactions in which the clinician expressed genuine concern for the patient or surrogate or when they would "go that extra mile" to help. One surrogate described this investment in terms of how the patient was treated, stating, "It is really valuable that kind of comfort knowing that there is staff taking care of your loved one who doesn't even know them but treats them like it is their loved one."
Interpersonal skills. In contrast to benevolence, interpersonal skills concern clinician qualities that are less specific to the clinician-patient interaction. These attributes foster trust by enhancing the surrogate's ability to relate to the clinician through shared qualities and experiences. For many surrogates, the ability of physicians to make a personal connection, such as remembering the surrogate's name or finding qualities they Technical competence "And then the nurse X who would stay on all day just was extraordinary. She never stopped doing things. I mean, she was on her feet all day adjusting, titrating, you know, getting things the way they should. It was really very, very impressive…And I think another good experience was how quickly from when the bell went off, if a number was askew, they were right there. "
"As a nurse I want to look for things that I would do as a nurse and to look over…and I was like 'whoa, twelve IV's. ' And then I look and I am like 'oh my gosh they are all marked. ' It was just like this flood of just relief even though I was still scared for my aunt I was like, 'wow, she is really in good hands. '" Communication "They explain things to me, you know… so that is why I feel that they are on top of things. They are able to answer really whatever question and they are willing to give information without me asking. "
"They explain it to me in a way that I can understand. They gain my trust because they're not leaving pieces behind. I'm understanding what they're telling me. I think that will help you gain trust in a person. "
Honesty "So to me that's what trust meant, that this is valid information, it's not being shaded, it's not being manipulated, this is the real story. So that's what it means to me. "
"Tell us what is going on…We are family and yes there is potential that we can get emotional, but we have the right to know really what is going on with our family members and I trust in someone that is going to be honest with me more than someone that kind of tries to sugarcoat it. "
Benevolence "Every day there is somebody who walks in with sepsis, but for the person who has it and for the people who are around them it is not real. So that is what I would say: sincerity and compassion go a long way in building trust because once you have us, once we believe in you then we will listen to you. " had in common, was a way in which physicians became more "human" and indicated that they were "more than a white coat." Twelve surrogate interviews included specific comments about clinicians introducing themselves when entering the room. Surrogates indicated that they were more comfortable with clinicians who they perceived as caring, personable, and warm.
Role-Specific Mediators of Trust Formation.
Nurse-and physician-specific behaviors contributing to surrogate trust are listed in Table 3 . As mentioned above, the original interview script did not specifically address nursing care. However, because of the frequency with which surrogates emphasized the importance of nurses, the script was revised after the first six interviews to query the role of nurses in developing trust. Specifically, the flurry of nursing activity upon arrival of a patient to the ICU was an important event in the formation of trust. The convergence of multiple nurses to quickly connect the patient to monitors made a very strong first impression for some, establishing trust at a time of high stress and anxiety for the surrogates. Some surrogates remarked that the ICU nurses were highly skilled. When asked about the basis for this judgment, one surrogate explained, "Because that look on their face is total confidence…it doesn't take much once you have been here a while to recognize who is not sure of themselves and who is." Although nurse-specific factors largely concerned behaviors related to motivation and technical competence with patient care, physician-specific attributes focused on behaviors related to their communication with surrogates.
Institutional and Healthcare System Trust. When asked about the formation of trust with clinicians in the ICU, many surrogates described trust that existed even before their loved one received any care. Surrogates described two foci of trust that existed before ICU admission: 1) the hospital and 2) the healthcare system. Surrogates placed trust in the hospital because of endorsements by family members or friends, reputation, or prior personal experiences at the medical center. Some felt that having a relationship with an outpatient physician at the medical center, such as an oncologist, provided a sense of comfort and augmented trust in the ICU clinicians. Trust in the healthcare system was described by one surrogate as "blind trust," because in an emergency, there is no prior personal relationship to justify trust. Rather, trust in physicians is established by virtue of their inclusion in the profession.
DISCUSSION
To our knowledge, this is the first study to explore specific dimensions of trust in the ICU from the surrogate perspective. Through interviews with surrogate decision makers, we identified five dimensions of trust: 1) technical competence, 2) communication, 3) honesty, 4) benevolence, and 5) interpersonal skills. Prior surrogate trust in the institution and in healthcare system is modified through interaction with ICU clinicians, resulting in a composite judgment of overall trust during the ICU hospitalization. These dimensions of surrogate trust in the ICU are similar to those identified in studies of trust in other clinical settings. Examination of trust in outpatient physicians has identified the following dimensions: technical competency, honesty, fidelity/ agency (placing a patient's needs above competing interests), confidentiality, global trust, interpersonal competency, control, disclosure, and caring (9-11, 13, 18-20) . Our results provide a novel contribution to this knowledge base by identifying dimensions of trust pertinent to the ICU and identifying trustmodifying behaviors of clinicians in this setting. The emphasis that our surrogates placed on nurses demonstrates the importance of the treatment team, rather than an individual physician, in establishing trust in the ICU.
In most circumstances, surrogates of patients in the ICU lack any prior relationship with the ICU physicians and nurses, so trust at the systems' level influences how surrogates trust caregivers previously unknown to them (21) . Surrogates' trust before ICU admission is essential to our understanding of ICU trust, because the level of surrogate trust in our institution or in the medical profession represents the starting point, or baseline, for trust in the ICU care team. This is an important finding in the context of high levels of distrust among the general population and variable levels of distrust among surrogates in the ICU (12, 22) . Future research might explore whether distrust in the medical profession can be offset by strong institutional reputation.
An important finding in this study was the emphasis surrogates placed on the role of the nursing staff in the formation of trust. This result may be explained by the frequency of interaction between surrogates and nurses. The nurseto-patient ratio in our medical ICU is 1:1 or 1:2, enabling nurses to spend a large amount of time in each patient's room and thereby interact frequently with family members. Observation of nurses performing daily tasks such as bedding changes, patient turning, blood draws, and medication administration allowed surrogates to comment more about the technical skills of nurses than those of physicians, who infrequently perform procedures in the presence of family members.
Previous research has demonstrated surrogates' preference for nurses as the point of contact for day-to-day communication (23) . Nurses have expressed willingness to advocate for patients near the end of life (24) , and they have reported greater empowerment when all members of the care team play an important role in the ICU care team (25) . Unfortunately, nurses reported that they often are not involved in decisionmaking processes in the ICU, and their involvement may be less frequent in the United States than in other countries (26, 27) . Our results provide support for a more substantial nursing role, especially in the context of research suggesting that nursing communication strategies build rapport and help develop trusting relationships with family members (28) .
Identifying dimensions of ICU trust allowed us to construct a conceptual framework ( Fig. 1) that builds on previously published models of trust in the ICU (22) and distrust in the healthcare system (12) . Our conceptual framework places systems' trust among a number of factors affecting a surrogates' baseline level of trust at the time of their loved one's ICU admission. Once a surrogate is engaged by physicians and nurses, this baseline trust is modified based on interactions affecting the five dimensions of ICU trust. The model proposed by Schenker et al (22) depicts the effect of this "ICU experience" on surrogate trust and lists the ICU outcomes affected by trust. Our adaptation of this model adds clarity to the "ICU experience," emphasizing interaction with physicians and nurses, as well as the specific dimensions affecting ICU trust. Future work might explore how other care team members, such as chaplains and social workers, affect trust for ICU surrogates.
There are a number of limitations to this study. First, the high participation rate may signal selection bias, because the care team may have unknowingly identified surrogates with greater trust who would be more willing to participate. Second, subject sampling was not random and therefore was subject to preferential enrollment of surrogates present during weekdays and daytime Figure 1 . Conceptual framework of surrogate trust in the ICU. This framework illustrates evolution of trust during an ICU hospitalization. Surrogates begin with a baseline level of trust before admission, which is then modified through interactions with physicians and nurses. Changes in trust affect patient and surrogate outcomes during and after the hospitalization. Adapted from Schenker et al (22) . Adaptations are themselves works protected by copyright. So in order to publish this adaptation, authorization must be obtained both from the owner of the copyright in the original work and from the owner of copyright in the translation or adaptation. hours. Third, this study was performed in a single ICU at one medical center; our results apply to the physician and nursing culture of one care environment that may not be applicable to other ICUs even at the same institution. Finally, our study could not determine the effect of time, or length of ICU admission, on the formation of trust. Although time was an initial code during transcript analysis, insufficient emphasis was placed on time to warrant inclusion in our conceptual framework. Furthermore, we did not perform a quantitative assessment of trust in order to determine whether higher levels of trust have a positive or negative association with ICU admission duration.
CONCLUSIONS
Our results provide clinicians with practical guidance regarding trust formation. With limited time to spend at the bedside of every patient, attending physicians might focus their efforts on behaviors that have the greatest potential to earn the trust of surrogates, such as regularly introducing themselves and providing frequent updates regarding a patient's condition. Nurses can be educated about the importance of confidence and teamwork, and they can be regularly included in meetings with surrogates that address patient care plans. Communication strategies during family meetings might be modified to convey poor prognoses in an honest yet respectful manner. Although further research is needed to confirm our findings and explore the impact of trust modification on clinician-family conflict, we believe that our results will help improve the surrogate-clinician relationship and enhance family-centered care.
